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INSURANCE FOR MEDICAL MEN AND 
WOMEN 


BY 
HENRY ROBINSON, M.D., D.L., J.P. 


Honorary Secretary, Medical Insurance Agency 


The following is the first of three articles on insurance for 
the medical profession. 


I—LIFE ASSURANCE 


There is perhaps no profession whose members stand so 
greatly in need of the protection of adequate life and 
sickness assurance as that of medicine, for the doctor’s 
earnings depend so wholly on his personal effort and 
good health that the goodwill of his practice depreciates 
rapidly in the event of his illness or death. Yet few 
medical men or women are properly covered by assurance, 
or anywhere near properly covered. Admittedly, to obtain 
what a purist would call sufficient cover a very consider- 
able expenditure in annual premiums is entailed. It is 
tempting to say that one cannot afford so large a slice of 
one’s income, but the truth is, if a moment is taken for 
reflection, that the doctor cannot afford not to be protected. 
This is true of the bachelor and the spinster; it is both 
truer and much more urgent for those who have married 
and incurred responsibilities towards dependants. 


Life Assurance 


Any economist will maintain that a professional man’s 
life policy should assure at least a sum the interest on 
which will keep his or her family in moderate comfort. 
This is a high standard, certainly, though not higher than 
the prudent will try to aim at. Obviously, for those who 
have spare capital not embarked in their practices, or 
the certain prospect of inheriting such capital from parents 
or other relatives, a very large assurance policy can be 
discounted ; but even for these lucky individuals a reason- 
able degree of life or endowment protection is highly 
desirable. Without being too dogmatic, it is a safe 
Proposition that no medical practitioner with dependants 
to leave provided for should be assured for less than 


£5,000, and that most practitioners should resolve upon 
a considerably higher figure. It should hardly be 
necessary to say that the junior man or woman in our 
ranks, with as yet no. dependants to consider, is well 
advised to take out a fairly substantial policy all the same, 
the premiums for which will not only be lower than for 
one obtained later in life but can also be more easily 
afforded. Nor should it be necessary to point out that the 
would-be candidate for life assurance is more likely to be 
passed as a first-class life at, say, 25 than at, say, 40, after 
several strenuous years in our exacting profession. 


Types of Life Assurance 


There are very many kinds of life policy, designed by 
the ingenious actuaries of many companies to suit the 
circumstances of every conceivable class of client. It is 
one of the main functions of the Medical Insurance 
Agency to advise intending proposers not only which 
office but which kind of policy is likely best to serve 
their purposes; and just as any professional man con- 
sulted by a client has to investigate the whole of the facts 
before he can give an opinion on them, so does the Agency 
need to have particulars of the client's circumstances in 
order that it may give sound and perfectly unbiased 
advice. The insurance agent, employed on a salary and 
commission basis by an insurance company, is out to get 
business for his own company and for no other. There is 
nothing improper in this; but the raison d’étre of the 
M.I.A. is the opposite—namely, to study first and fore- 
most the interests and the pockets of its customers. Incident- 
ally, though this is in my opinion almost a secondary 
consideration, it returns as a rebate to the insured person 
a proportion of the commission received in the ordinary 
course of business, to which point further reference will be 
made presently. : 
~ Let us take first a very common case: that of a young 
doctor about to start or just started in practice, with a 
young wife and possibly one or more infant children to 
protect from the consequences of his early death, should 
such a misfortune arise. It will be assumed that his 
practice, or his share of a partnership, is sufficient to 
support himself and his family in modest comfort without 
leaving much over for luxuries; also (to avoid compli- 
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cating the issue) that his practice is paid for, so that 
there will be at any rate the goodwill of it to enure to 
the benefit of his dependants after his death. He has 
just realized that life assurance cover up to the limit of 
his purse is also needed. What type of policy can he be 
recommended to choose? The answer to this is dictated 
to some extent by his future prospects. If there seems 
little chance that his income will enlarge so as to permit 
of substantial savings, and if the premium he can spare is 
very definitely limited, he must be told that the maximum 
immediate protection against the possibility of his early 
death is afforded by a whole life without-profit policy in 
an office carefully selected for (a) absolute security with 
(b) low rates of premium. But this is a policy which the 
Agency is, rightly, loath to advise as a general rule, for 
although it unquestionably does give the maximum early 
protection it definitely fails to give the maximum 
protection in later years. It may be the cheapest, but it 
is seldom the best. There are certainly non-profit policies 
with option of conversion to a with-profit basis, but this 
option has a value which must be paid for in the shape 
of higher premiums. 


With Profits or Without 


It is regarded in insurance circles as one of the tests 
of asgood office in which to take out a with-profit policy 
that as high a percentage as possible of its clients should 
have non-profit policies, for the simple reason that the 
offices make profits on their non-profit policies which are 
divided among the others, so that in such companies the 
with-profit holders do better than when there are com- 
paratively few non-profit insured persons. Another way 
of putting the same point is to ask: Would you rather be 
a customer of, or a partner in, a flourishing business 
concern? The essence of a with-profit policy is that at 
stated intervals (five-yearly intervals in some offices, 
triennially, biennially, or yearly in others) the assets and 
liabilities of the office are carefully computed, and with- 
profit policy-holders are awarded a share in any surplus 
thus disclosed, usually by way of bonus addition to the 
sum assured. It will be clear that such policy-holders 
must pay higher premiums than those not entitled to this 
privilege, though the difference (on a whole-life policy) is 


-not great. It will also be obvious that the longer the 


policy remains in force the greater will be the accumula- 
tion of bonuses and thus the benefit to the assured, or 
rather to his estate. This is the reason why in the case of 
early death a non-profit policy is cheaper, because more 
protection can be obtained for any given premium; but 
apart from that risk the profit-sharing holder does better, 
and the longer he lives the better he fares, provided the 
office remains solvent and flourishing. Generally speaking, 
only in exceptional circumstances will the proposer be 
advised to select a non-profit policy if a whole-life type 
is what he wishes to go in for; but there are such excep- 
tional cases, and the Agency has no hesitation in advising 
a client that he belongs to this class if the facts appear 
to point to such a conclusion. 

Most of the offices distribute bonuses in such a way that 
those who take up assurances young do comparatively 
better than those who take them up in middle age: there 
are various systems, but this holds good for most of them. 
There are, however, a small number of offices which 
distribute on somewhat complicated methods designed to 
remedy this inequality and to place the middle-aged pro- 
poser at no disadvantage with the younger one; it is an 
important function of the Agency in this respect, as in 
others, to pick out the most advantageous policy and the 
best office for the particular case of each client. 


Whole Life or Endowment 


Two or three generations ago whole-life policies were 
the favourite type, but since this century came in larger 
and larger percentages of proposals have been forthcoming 


for endowment policies. This kind of policy, whether 
with profit or without, assures a given sum in the event 


-of death before maturity ; but it also provides that the 


capital sum shall be payable on a given date should 
death not occur before it. Since the office cannot ever 
postpone its payment beyond the date selected and may 
have to pay up before that date, and since only a definite 
number of premiums can be received, an endowment insur- 
ance is necessarily more costly than a whole-life one ; and 
the shorter the pericd before it matures the more costly it 
has to be. Nevertheless, it offers very great advantages 
for the doctor provided he can afford the higher premium 
and does not in consequence of it have to reduce too much 
the “cover” available should he die young. Further- 
more, as he is to receive his assured sum on a given date 
(which he selects to suit his convenience, most usually 
at age of 60 or 65) he is well advised to take the slightly 
more expensive with-profit policy, since in the normal 
course he will probably find his assurance greatly swollen 
by bonus additions when the policy matures. Clearly, 


also, an endowment assurance for a comparatively short. 


period—for example, twenty years or less—is an expensive 
matter in premiums, and bonus additions for such a period 
will be much less in degree than when a Jonger term is 
contemplated. Generally speaking—but with certain 
exceptions—an endowment assurance is most advantageous 
when the period to maturity is thirty years or more—for 
example, at age under 30, to mature at 60 or 65. Endow- 
ment assurance, valuable for nearly every type of pro- 
poser, is especially indicated in the case of the doctor 
holding a permanent pensionable appointment under a 
local authority, with a fixed age for retirement on super- 
annuation at a rate very considerably less than the salary 
he has been receiving. Here a substantial endowment 
assurance maturing at this same date is almost a necessity: 
when it matures he can either invest it or, if his dependants 
are already otherwise fully provided for, buy an annuity 
with it. This holds good for every type of practitioner, 
and is in effect one of the wisest forms of investment, for 
it acts as a kind of compulsory saving, and places the 
responsibility of investment into hands far more capable 
than those of the average medical man or woman. 
Several offices now give larger bonuses to whole-life than 
to endowment policy owners: the fashion seems to be 
setting this way, as more and more offices are adopting it. 


Annuity Provision 


To a fair number in our profession—and especially 
perhaps to the unmarried woman practitioner—an attrac- 
tive form of assurance is that which, in return for a fixed 
numoer of annual premiums, offers a guaranteed annuity 
for the remainder of life after the last premium has been 
paid. Tempting as such policies appear, it is doubtful 
whether they are really as useful as a first-rate endowment 
policy with profits. The offices have to consider what 
interest return they are likely to be getting on_ the 
accumulated premiums before the policy matures, and as 
they cannot possibly foretell this with any accuracy they 
have to safeguard their funds by assuming that it will be 
a low rate if they are to guarantee a definite annuity. 
Per contra, the office is relieved of all its liability in 
the event of the insured person’s death before the 
policy matures, and the effect of this factor makes for 
a lower, instead of a higher, rate of premium. From 
the point of view of the insured, however, a_ highly 
important point is that he cannot norma:.y get income tax 
allowance on the premiums for an annuity policy, whereas 
he can on those for endowment. So that in most cases, 
although the endowment policy provides incidentally what 
may not be required when there are no dependants— 
that is, cover against early death—it often is a better 
proposition than the guaranteed annuity, because when it 
matures the insured can utilize the sum he receives in the 
purchase of an annuity in the open market, at a rate 
probably much more favourable to himself than any office 
will guarantee him some years in advance. 
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Educational Policies 


Yet another increasingly popular form of insurance is 
that which, in return for a stated number of premiums, 
provides that at the date when the proposer’s children are 
likely to be requiring biggish sums for their education a 
series of annual payments shall be made by the office to 
meet these expenses. In many cases the policy provides 
that if the insuring parent dies before the educational 
endowment matures the premiums shall cease, but never- 
theless the full educational payments shall be made; 
evidently such a policy’ must be more costly than one 
which provides that in such an event only the premiums 
already paid shall be returnable. Similarly, these policies 
vary in respect of the liability assumed by the office in the 
event of the death of the child or children whose educa- 
tion is being endowed, and premiums must vary accord- 
ingly. Practitioners resident abroad, especially in our 
tropical Dependencies, are often interested in these policies ; 
and this very fact of tropical residence introduces more 
factors which react on the cost of the assurance. The 
practice of the offices varies considerably in this respect, 
and the selection of the best office for any given client is 
often not by any means easy. 


There are other types of life assurance which space has 
not allowed me to consider: for instance, life cover in 
respect of a loan for purchase of a practice (or house). 
The cheapest, but usually not the best, form of such an 
assurance is what is known as decreasing term assurance. 
Rarely does the Agency advise this plan unless it is 
inevitable. There is also the “ discounted bonus ” type of 
policy, issued by most of the offices nowadays; this has 
definite advantages in special cases, though its accom- 
panying drawbacks should be clearly weighed before it is 
adopted. The same is true of the supplementary units 
type, which a good many medical men hold. 


The Function of the Agency 


In all matters of this kind, and indeed in many others 
far too numerous to mention, the Medical Insurance 
Agency will offer experienced and unbiased advice to 
those who seek to insure. The Agency is committed to no 
office, to no kind of policy, to nothing except the study 
of the interests of the proposer. It possesses information 
and experience of the various offices such as few practi- 
tioners can themselves obtain. It derives its income from 
the commissions payable by the offices, as would be paid 
to any other agent or broker through whom the proposals 
were introduced. Out of these commissions it refunds 
to the insured person a proportion of what he has to pay. 
(This holds good, of course, for most kinds of insurance, 
not life assurance only; a later article in this series will 
deal with these insurances.) From the rest the expenses 
and overhead charges of the Agency are defrayed, and the 
surplus is divided among the recognized medical charities. 
The Committee of Management are precluded by the 
Memorandum of Association from receiving any fees 
whatever for their work. The chairman of the Committee 
is Sir Humphry Rolleston, Bt., G.C.V.O., F.R.C.P.; and 
the address of the Agency is B.M.A. House, Tavistock 
Square, W.C.1. (There is a Scottish Branch of the Agency 
at 7, Drumsheugh Gardens, Edinburgh.) Although the 
B.M.A. takes the most sympathetic interest in the work of 
the M.I.A., the two organizations are entirely separate, 
and it is not necessary to be a member of the B.M.A. to 
enlist the services of the Agency. In no circumstances 
whatever, in his or her own interests, should any practi- 
tioner embark on any proposal for insurance of any kind 
otherwise than through the Medical Insurance Agency. 


(The next article in this series will deal with sickness 
insurance, and also with the National Health Insurance 
Practitioners’ special pension, sickness, and insurance 
nt formulated with the assistance of the M.I.A. in 


CO-OPERATION IN PUBLIC HEALTH 
ADMINISTRATION * 


BY 
RALPH M. F. PICKEN, M.B., Ch.B., B.Sc., D.P.H. 


Mansel Talbot Professor of Preventive Medicine, The 
University of Wales 


Public health administration is not entirely, nor indeed 
primarily, the concern of the medical profession. Local 
governing bodies of some kind were charged with sanitary 
responsibility long before medical officers were usually 
engaged for the purpose, and, indeed, lay inspectors were 
at one time more generally employed by these autho- 
rities than medical officers. The question, then, is not 
merely one of co-operation between medical officers and 
the rest of the profession. Medical officers of health 
are the advisers of local authorities, but they are also the 
agents of these authorities and are statutorily bound to 
obey their instructions. Co-operation can be satisfactory 
only if it is willing and spontaneous on the part of both 
the authority and its officers, as well as the medical pro- 
fession and the public generally. 


Co-operation with the Public 


I propose to deal first with this aspect of the subject 
because it is, on the whole, simpler and raises no very big 
issue. Local authorities are the elected representatives of 
the people, and their officers are servants of the public. 
Obviously the work of public health administration cannot 
be effective unless it yields what the majority of the local 
public want. Where there are conflicting interests and the 
law imposes duties on authorities which are disagreeable 
to large and powerful minorities, it is the function of the 
medical officer of health to leave the authority in no doubt 
as to what its duties are, but it also makes for smoothness 
of working and, in the long run, for better administration 
if he takes such means as are not incompatible with the 
law or the wishes of the authority for mitigating the 
inevitable hardships which individuals may suffer from the 
uncompromising enforcement of powers. This does not 
mean weakly yielding to pressure from no matter how 
influential sources ; but it strengthens a department to be 
recognized as reasonable and willing to take trouble in the 
investigation of individual difficulties, and accessibility 
to members of the public, especially to those with a 
grievance, is a potent method of educating public opinion. 
The best testimonial to the public health services of this 
country is that they get by far the greatest part of their 
work done without exercising the legal powers which they 
enjoy. This is proof that co-operation does exist, co- 
operation achieved by the knowledge of the people that 
they are getting an efficient service and that the official 
departments are approachable; by the slow filtering of 
knowledge through the people’s representatives to .the 
people and the percolation of information to the depart- 
ments through the councillors ; by the publicity given in 
the Press to the proceedings of local governing bodies ; 
and by the readiness of medical and other expert officers 
to address public gatherings on public health topics of 
a non-political character. 

Public education in health is one of the functions of 
local authorities. As may be gathered from what I have 
said, my own view is that this is most effective when it is 
achieved by day-to-day contact between the departments 
and the people. From time to time there is a place for 


* Read in opening a discussion in the Section of Medical 
Sociology at the Annual Meeting of the British Medical Associa- 
tion, Plymouth, 1938. 
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public pronouncements. It is doubtful, however, whether 
the British people pay much attention to oJifer dicta unless 
they have conceived a pricr interest in the subjects to 
which they refer. Dogmatism is permissible only when 
finality of opinion has been reached—a rare event in 
medicine. I cannot help feeling that too much deliberate 
publicity is a stimulus to fussy co-operation which is 
conducive to a spurious kind of official activity. 


Co-operation with the Profession 


If the issue here were simply co-operation between 
medical officials and private practitioners it would be 
easily decided. We are all trained in the same sort of 
school—we are united by the old school tie. Perhaps 
because medical officers are first of all medical and only 
secondarily official, they fit at first less easily into the 
machine of local government than most other officers. 
They speak their own language, which is not readily 
understood by anyone but their own brethren. Their 
tendency is to fraternize with their colleagues in all 
branches of the profession, and co-operation should be 
automatic. But it is not quite so. When public medical 
officers were mainly part-timers their position, regardless 
of any action on their part, gave them an introduction to 
local people which might bring personal advantage in a 
profession debarred from self-advertisement. Their actual 
duties, however, did not impinge to any great extent on 
the province of ordinary medical practice. With the 
approval of the organized profession, part-time medical 
officers of health are quickly disappearing, but in the 
meantime Parliament has placed on local authorities an 
increasing burden of clinical and curative responsibilities, 
often as the result of propaganda by the profession itself. 
The authorities naturally and rightly allocate the exercise 
of these duties to their existing health departments ; and— 
let there be no mistake about it—members of local authori- 
ties of all shades of political colour have a preference for 
whole-time salaried servants whose undivided allegiance 
they can demand. 


A public health official finds himself, therefore, part 
of a machine which he must strive to make efficient. He 
would be a reproach and a discredit to the profession if he 
failed to do so. If on grounds of economy and for other 
reasons his authority determines that things are to be done 
in a certain way, then he must loyally see that they are 
so done, even if the method is not generally acceptable 
to the profession. It is unthinkable, for instance, that he 
should conspire with his medical colleagues to undermine 
the decisions of his council. In what he does, and has to 
do, and in the advice which he may feel bound to give 
to the council, lie the seeds of controversy with his 
medical brethren in the locality. 


Since the beginning of this century the expansion of the 
field of public health in many directions has involved the 
regular day-to-day care of individual members of the 
community. The medical aspects of this work were new 
and to a large extent experimental, at least on the scale on 
which they were undertaken. They involved, in particular, 
the periodical scrutiny of persons in health, the early 
detection of deviation from the normal, and the provision 
of early treatment before the patient or his parent realized 
any necessity for it. The medical profession urged the 
need for this service, but it had never been able to provide 
it under the conditions of ordinary private practice, save 
for the relatively small group of the well-to-do, or in 
exceptional circumstances for others. It is wrong to call 
these developments encroachment, but they are making it 
increasingly difficult to draw a clear-cut line between the 


province of the official and the general practitioner. Up 
to a point the public likes the service it gets from the 
departments. This does not mean that it has lost faith 
in the general practitioner. It arises chiefly from the fact 


that a large proportion of the population cannot afford to 


pay fees for this less urgent and time-consuming work. 
If medical benefit had covered dependants from the begin- 
ning, in 1911, some of the departmental activities might 
never have been necessary. The experiment which is 
being tried out in London and elsewhere through public 
medical service schemes organized by practitioners them- 
selves will show whether a system of insurance can over- 
come the financial obstacle, but the number of contributors 
to such schemes is still too small to make a material 
impression on the general problem. 

The atmosphere of suspicion created by these modern 
developments can be made less fiery by any means which 
will foster co-operation between public officers and the 
rest of the profession. As I have already said, the 
common outlook necessary to co-operation is part of the 
sequipment with which we start our working life. The 
most valuable existing arrangements for fostering co- 
operation are the inter-representation, centrally and locally, 
between the executive bodies of the British Medical Asso- 


ciation and the Society of Medical Officers of Health, and,. 


above all, the interest the Association has taken in 
improving the conditions of medical officers in the public 
health service. 


Co-operation with Local Authorities 


When this has been said, however, there is left the 
problem which really matters, the bringing together of 
local governing bodies, with their enlarged and enlarging 
medical duties, and the medical profession. I have no 
doubt Sir William Willcox will have dealt with questions 
such as medical representation on health and other local 
committees and the establishment of local advisory medical 
committees. I therefore merely mention them in passing 
and with agreement. The point I wish to make specially 
is that we can waste a great deal of time deliberately 
co-operating which might be better spent in getting on 
with our work ; and that it is, in any case, a waste of time 
to talk about co-operation if there is divergence of 
interests between the two groups of persons concerned. 
What we have to strive for is a system which will remove 
any such divergence. Such a system involves the extension 
of medical benefit to the dependants of insured persons 
(who are also the people the health departments chiefly 
serve), its widening to include consultant, specialist, and 
laboratory services, the concentration of administration 
locally under the local health authority, which involves the 
abolition of insurance committees, so that the common 
object of health departments, hospitals, and domiciliary 
practice will have a common direction. It embraces, of 
course, the kind of provision already mentioned for 
making known to authorities the corporate views of the 
profession, but under conditions ensuring that they will 
be listened to as coming from an integral part of the 
organization. I am quite: sure that nagging at local 
government by the profession achieves little and does a 
great deal of harm to us in public opinion. On the other 
hand, working together with these bodies for a broad 
scheme to improve the public health services would be 
a form of co-operation which would bring nothing but 
credit to us. The nature of such a scheme is set out at 
length in the Proposals of the Association for a General 
Medical Service for the Nation, and I shall conclude by 
urging everyone who has not yet done so to study that 
document carefullv. 
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PUBLIC HEALTH NOTES 


Exclusion from School of Contacts of Infectious Diseases 


The policy regarding the exclusion from school of contacts 
of children suffering from infectious diseases is laid down 
in a “ Memorandum on Closure of and Exclusion from 
School” issued jointly by the Ministry of Health and the 
Board of Education. The grounds on which the recom- 
mendations are based are as follows: 


* As it is seldom possible to provide effectual separation of 
the sick from the healthy within the homes of children attend- 
ing public elementary schools, it is often necessary that ail 
children of an infected household should be excluded from 
school: first, because otherwise such children, if unprotected 
by a previous attack, might attend school while suffering 
from the disease in a Jatent form or at an unrecognized stage ; 
and, secondly, because it is known that the infection of certain 
diseases may attach itself to, or be conveyed by, the throat 
secretions or the clothes of a person living in an infected 
dwelling, even though the person himself remains unaffected. 
The same considerations will sometimes make it desirable to 
prohibit the attendance at school of children who are known 
to have been in contact with a source of infection ; of children 
‘a — ages or classes; or of children from a particular 

amlet.” 


The opinion is expressed in the memorandum that 


“exclusion from school of the children of infected households 
most often fails as a means of preventing spread of infection 
when undiscovered or unrecognized cases or carriers of infec- 
tion remain at school. Its failure points to the continued 
attendance at school of children who have recently had attacks 
of the prevalent disease in a mild or unrecognized form or 
who, without themselves being ill, are carriers of infection. 
Such unrecognized cases are to be sought among (a) children 
attending school from the same street or vicinity as the 
recognized patients; (b) children in the same class; and 
especially (c) children who, on reference to the school 
register, are found to have returned to school after a short 
absence.” 


RECOMMENDATIONS FOR PARTICULAR DISEASES 


As regards children living in houses in which there has 
been a case of scarlet fever, the memorandum recom- 
mends : 


“(a) If the patient has been removed to the isolation 
hospital the teacher and parents should be instructed to keep 
children living in the same house away from school for a 
period of one week from the day on which disinfection, 
subsequent to the removal of the patient, has taken place, 
and the parents should be instructed to keep their children out 
of contact with other children for the same period. An 
exception to this rule may be made for those children in 
respect of whom the school medical officer has satisfied 
himself, directly or through the medical officer of health, 
that they have already had the disease; such children may 
be allowed to return to school immediately after disinfection 
of the premises. (b) If the patient is treated at home no 
other children from the same house should attend school 
while the patient is infectious, nor for one week after the end 
of his period of isolation.” 


The corresponding recommendations for diphtheria are: 


*(a) Contacts in respect of whom positive swabs have been 
obtained should, as a general rule, be excluded from school 
until two or three successive swabs give negative results. 
If circumstances permit, tests for virulence may be employed, 
and this should always be done if possible in cases where 
the bacilli persist for long periods without any signs of 
disease. If the organism has been shown to be non-virulent 
a child should be dealt with as though the swab were negative. 
(b) When the patient has been removed to the isolation hos- 
pital the children in the same house should be kept away from 
school for two weeks. During this period they should be 
closely watched for any signs of diphtheria developing, and 
should only be readmitted after a final careful clinical exam- 
ination, which should be supplemented by the taking of a 
swab, with negative result. In the case of a child free from 
any signs of disease, the period of two weeks may be 
shortened at the discretion of the medical officer when 


bacteriological examinations have been made with negative 
result. (c) When a patient is treated at home no other 
children from the same house should attend school while the 
patient is infectious, nor for ten days afterwards. This period 
must be extended in the case of children suffering from sore 
throat, sore nose, or any other signs of possible infectivity 
until a bacteriological report establishes their non-diphtherial 
nature. In exceptional cases, where complete isolation can 
be procured, contacts may be dealt with as though the patient 
had been removed to hospital.” 


In large towns and in smaller districts in which the 
majority of children over 7 years who are attending public 
elementary schools have had measles, 


“the practice is frequently adopted, when measles breaks out 
in a household, of excluding from school attendance only 
those children of the same household who attend the infants’ 
school and those older children of the same household who 
have not had measles. These particular children of the same 
household should be excluded from school until twenty-one 
days from the date of onset of the illness of the last patient 
with measlgs in the house. This procedure can be recom- 
mended, as a result of experience in large districts, to be 
worthy of general adoption: but it may need to be modified 
in accordance with the special circumstances of the district, 
particularly with reference to the past history of measles.” 


In the case of German measles it is recommended 
that immediate child contacts in the home who have not 
had the disease should be excluded from school for three 
weeks “from the date of last exposure to infection by a 
patient in the eruptive stage.” The rules for the exclusion 
of whooping-cough contacts are similar to those for measles 
contacts, except that children in the house who attend 
the infant schools should be excluded for six weeks or as 
long as the cough continues. Infant contacts of chicken- 
pox or those who have not had the disease should be 
excluded for three weeks from the date of last exposure 
to infection. With regard to mumps it is recommended 
that owing to its character and long incubation period 
exclusion may, as a rule, be confined to the patient. 


SUGGESTED MODIFICATIONS 


There appears to be an increasing body of opinion that 
modification might well be made in the recommendations 
of the memorandum. It would be impracticable to carry 
out the following procedure, which it advises every time 
there was a case of diphtheria among school children: 


“ The first step to be taken on the occurrence of a case of 
diphtheria must be a careful search among all class or school 
contacts for other children showing clinical signs of the 
disease, who should of course be excluded. Search should 
also be pursued for children suffering from sore throat, sore 
nose, aural discharge, enlarged glands, or unusual pallor, and 
any such children should be temporarily excluded if this is 
considered necessary, bacteriological methods being used sub- 
sequently to assist in determining the nature of the condition. 
Swabs should be taken whenever practicable of all children 
in the same class who have been sitting in proximity to the 
patient, as well as those referred to above. .. . Swabs should 
also be taken of all members of the patient’s household.” 


It is recommended that contacts of cases of diphtheria 
should be excluded for “two weeks after removal to 
hospital, or, in the case of patients treated at home, ten 
days after release from isolation. Negative swabs should 
be obtained.” 


Some authorities have modified the practice of exclusion 
of contacts in certain diseases. For the last four years 
in London home contacts of measles have been permitted 
to attend school, arrangements being made for their 
examination daily by the school nurse. In Brighton 
contacts of cases of scarlet fever are excluded until the 
Monday week following the isolation of the patient, 
whether that patient is treated at home or in hospital. 
In Leyton the regulations with regard to the exclusion of 
scarlet fever contacts were similarly modified, exclusion 
being insisted upon for one week only whether the 
patient was treated at home or in hospital. In each of 
these districts the results appear to have been entirely 
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satisfactory, and are arguments against the enforcement 
of the stringent recommendations of the memorandum. 


At a recent discussion on quarantine at the Society of 
Medical Officers of Health, Dr. Hugh Paul, medical officer 
of health for Smethwick, submitted that in urban areas 
healthy contacts of those suffering from infectious diseases 
should not be automatically excluded from school, basing 
his thesis on the results of nearly a year’s experience. At 
the conclusion of the meeting the following resolution was 
passed unanimously: “That the council represent to the 
Board of Education and the Ministry of Health that the 
recommendations contained in their ‘Memorandum on 
Closure of and Exclusion from School,’ 1927, are no longer 
in accordance with recent advances in epidemiological 
knowledge, and that the memorandum be redrafted and 
revised accordingly.” 


Sanitation of Shops 


To improve the conditions affecting the health and 
comfort of shop workers, provisions as to s@nitary and 
oiher arrangements were laid down in Section 10 of the 
Shops Act, 1934, as follows. “In every part of a shop 
in which persons are employed about the business of the 
shop—{a) suitable and sufficient means of ventilation shall 
be provided, and suitable ventilation shall be maintained ; 
(b) suitable and sufficient means shall be provided to 
maintain a reasonable temperature, and a _ reasonable 
temperature shall be maintained.” In every shop which 
is not specifically exempted “ suitable and sufficient sanitary 
conveniences and suitable and sufficient washing facilities ” 
must be provided and maintained for the use of persons 
in or about the shop. A certificate may be granted 
by the local authority exempting a shop from _ the 
provisions of the Act as to sanitary conveniences 
and washing facilities where the authority is satisfied 
that by reason restricted accommodation or 
other special circumstances “it is reasonable that a 
certificate should be in force ... and that suitable and 
sufficient sanitary conveniences or washing facilities... 
are otherwise conveniently available.” This power of 
exemption is intended to meet the case of small lock-up 
shops or kiosks. No standard of sufficiency or suitability 
is laid down. 

Dr. J. MacMillan, medical officer of health to the 
Woolwich Borough Council, in his report for 1936, refers 
to the problem of providing separate sanitary accommoda- 
tion in small shops and in those in which mixed staffs 
are employed. His authority decided that in those shops 


“where members of both sexes are employed separate 
Sanitary conveniences for each sex will be required if the 
number of employees exceeds four. If the number is four, 
or less than four, one sanitary convenience will be regarded 
as suitable and sufficient, provided that the door of such 
convenience is fixed with an. appropriate lock or fastener 
on the internal side and with an automatic indicator showing 
on the external side of the door whether the apartment is 
engaged or vacant.” 


In Woolwich heating has been insisted upon in all 
closed shops, but the problem of heating wet fish, butchers’, 
and open-fronted shops has not been solved. In the case 
of all closed shops ventilation other than by the shop door 
has been insisted upon, this in the majority of cases being 
supplied by a movable fanlight over the door. 


In his report for 1936 to the City of Norwich the 
medical officer of health, Dr. V. F. Soothill, deals very 
fully with lighting, ventilation, and temperature of shops. 
On the subject of ventilation he states that on the assump- 
tion that 600 cubic feet per head per hour of fresh 
air is the desirable minimum, this would permit of 
an added carbon dioxide impurity of 0.1 per cent., 
so that, except in places using carbon dioxide in 
their normal process of business, the carbon dioxide 
content of the air should not be allowed to rise above 
0.14 per cent. Dr. Soothill would like to be in a position 
to insist on natural ventilation for shops, but apparently 


this cannot be enforced under the Act. The following 
standards have been adopted by his authority: (1) the 
ventilation of every part of every shop should be such 
that the carbon dioxide content must not rise above 
0.14 per cent. ; (2) that where 0.5 per cent. of the natural 
daylight factor is not available, an artificial lighting 
standard of 8 foot-candles as a minimum at a working 
height should be adopted ; (3) that every shop or room 
used as a shop “ must have an area equal to one-eightieth 
of the floor space having an unobstructed direct access to 
natural light and ventilation, and this must be openable 
direct to the external air and must be glazed with clear 
glass and kept reasonably clean”; (4) all shops should 
be required to provide and maintain a temperature of not 
less than_50° F., cases in which the temperature standard 
produces trade difficulties to receive reasonable con- 
sideration. 


B.M.A. SCHOLARSHIPS 


At a meeting of the Science Committee of the B.M.A. 
the reports of the Visitors on the work of the Scholars and 
Grantees for the year 1937-8 were received. 


Staphylococcal Haemolysins 


Dr. A. M. McFar an (Walter Dixon Scholar) has been 
investigating staphylococcal haemolysins, leucocidin, and 
carbohydrates by bacteriological, clinical, and experimental 
methods, at Cambridge. The antihaemolysin titres of 
several cases at Addenbrooke's Hospital, in. all of which 
haemolytic staphylococci were isolated, showed rises, in 
some cases large ones, thus contrasting with the findings in 
three cases of chronic osteomyelitis, three of carbuncle, 
and three of abscesses, in all of which the titres remained 
within normal limits. The rise in antistaphylolysin 
following toxoid injections was studied in two cases of 
chronic osteomyelitis and three of boils; fresh lesions 
occurred in the presence of a significantly raised titre, and 
other cases are being studied to determine the frequency 
of this event. Cultures from nasal swabs from the patients 
with staphylococcal infections, and from healthy students 
and patients without overt staphylococcal infection, suggest 
that about 30 per cent. of healthy persons carry haemolytic 
staphylococci in the nose ; further analysis of these results 
is being undertaken. Professor J. A. Ryle comments on 
this interim report that a very difficult problem is being 
undertaken by this scholar, but that it is being handled 
in a critical way with good clinical sense and judgment 
as well as with sound laboratory technique. He is very 
satisfied with the quality of the work. 


Hormonal Deficiency in Amenorrhoea of Endocrine Origin 


Dr. IstporE SCHRIRE (Ernest Hart Scholar), working at 
the British Postgraduate School on the hormonal deficiency 
in amenorrhoea of endocrine origin and also on _ the 
pituitary role in the myopathies, has defined the part played 
by this gland in creatine and creatinine metabolism. 
Thyreotropic extracts raise the creatine excretion in 
normal subjects, while gonadotropic extracts raise the 
creatinine excretion; growth hormones have, however, 
no apparent effect on creatine—-creatinine metabolism. Dr. 
Schrire, by studying cases of amenorrhoea and _ their 
response to pituitary extracts, has defined a group of 
primary amenorrhoeas in which no response to thyreo- 
tropic extracts can be obtained, though there is no 
evidence of thyroid deficiency. In three cases of 
acromegaly with excessive activity of the gonadotropic 
factor of the pituitary gland, as judged by the creatine- 
creatinine excretion, an attempt to suppress the excessive 
activity by the injection of oestrin and testosterone has 
so far proved promising, and the work is being continued. 
Large doses of oestrin were effective in suppressing 
gonadotropic activity in two cases, as judged by 
creatinine excretion. In four cases of pituitary baso- 
philism, diagnosed on clinical evidence only, no abnor- 
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mality of creatine and creatinine excretion was found. In 


-a number of patients with juvenile obesity there was no 


response to thyreotropic extracts in the absence of clinical 
evidence of hyperthyroidism. Professor F. R. Fraser 
reports that this scholar has planned his observations well, 
made good use of his opportunities, and should be able 
to continue in productive research. 


Muscular Hypotonia 
Dr. J. D. O. Kerr (Ordinary Research Scholar) began 


‘his investigation into the mechanism of muscular hypo- 


tonia in 1936 in collaboration with Dr. Lawrence Scott. 
He has since been continuing the work partly on patients 
but mainly on cats. A standard of “ operation trauma ™* 
has been gradually developed. The muscle tonus of cats 
was found to have considerable individual variations, the 
average intramuscular pressure being 70-80 mm. of water. 
No correlation could be made out between the muscular 
tonus, the blood pressure, and the respiratory movements. 
The muscle tonus tended to diminish on rough handling 
of the abdominal viscera and peritoneum, and still more 
in consequence of local damage to the muscle tissues. A 


dose of histamine, sufficiently large to have a marked © 


efiect on the pulse rate, blood pressure, and respiratory 
movements, appeared to have only a very slight effect on 
the tonus of voluntary muscles. During these animal 
experiments investigations were begun on the muscular 
hypotonia which occurs during surgical operations in man. 
The muscle tonus before surgical intervention was 
generally found to reflect the degree of severity of the 
patient’s illness. The degree of hypotonia present after 
Operations varied with the patient’s state before the 
operation, the severity of the operation, and the type of 
anaesthetic employed, and it will be necessary to obtain 
much more evidence before practical conclusions can 
be drawn. Professor J. W. McNee, the Association’s 
Visitor, reports that this work, which is being carried on 
in the physiology department of the University of 
Glasgow, is sound and very interesting; it is making 
good progress. 


, Impetigo Contagiosa 


Dr. Beatrice Lewis (Ordinary Research Scholar) is 
continuing the isolation of strains of streptococci from 
cases of impetigo. She found that 82 per cent. of 122 
strains could not be classified into recognized types by 
agglutination and absorption methods. A new type con- 
sisting of five strains was distinguished, but 71 per cent. 
remain unclassifiable. In view of the fact that in many 
cases of impetigo no streptococci could be identified, 
though staphylococci were distinguished, Dr. Lewis has 
begun a study of over 150 of these staphylococcal strains 
with a view to eliminating the staphylococci and dis- 
covering the possibly hidden streptococci. Biochemical 
reactions, coagulase and haemolysin production, and the 
reactions to bacteriophage and serology being 
examined. Professor F. R. Fraser examined this student's 
work at University College Hospital, and recommends an 
extension of her scholarship in view of the increasingly 
important work which is being done, although no further 
attempts have been made this year to investigate skin 
diseases of virus origin. 


Gastroscopy 


Dr. H. Taytor (Ordinary Research Scholar) has been 
working at the London Hospital on the gastroscopic 
investigation of patients with gastric diseases. A state- 
ment by him was published in the British Medical Journal 
(1938, 1, 892). He has designed an attachment for the 
operating table to facilitate gastroscopic examinations, and 
has examined about 180 patients, observing the rate of 
healing in peptic ulcer undergoing medical treatment, and 
noting the signs of threatened haematemesis with a view 
to determining the optimum time for excision of the ulcer 
in order to avert this accident. He reports that in post- 


the British Journal of Ophthalmology. 


operative cases following gastro-enterostomy, in which 
the ‘symptoms continue or return, the persistence of 
hyperplastic gastritis seems to be important. In gastro- 
jejunal ulcer, cases. of which were also watched, hyper- 
plastic gastritis was also present. Dr. Taylor has 
reached the conclusion that if on second inspection after 
one month’s treatment a peptic ulcer shows no sign of 
improvement, malignancy is to be strongly suspected, and 
that there is no such thing as an ulcer which cannot be 
made to heal to a certain extent by strict medical treat- 
ment. Ulceration may subsequently recur, but such an 
ulcer will show definite signs of healing in the first pericd 
of treatment unless it is malignant. In post-operative 
cases of perforation the healing of the site of perforation 
has been studied, and it appears that if certain methods 
are adopted gastro-jejunostomy is unnecessary. Professor 
F. R. Fraser reports that the small number of cases of 
each type encountered each year renders progress slow, 
but that in another year’s work by this scholar some 
definite conclusions might be reached. 


Squint 

Dr. T. a’B. TRAveRS of Melbourne (Ordinary Research 
Scholar) is continuing an investigation into the manner 
in which suppression of vision occurs in squint, with a 
view to throwing more light on the development of 
amblyopia in this condition. He is also studying abnormal 
retinal correspondence in squint with particular reference 
to the association of suppression of vision and abnormal 
correspondence. An interim report will be published in 


THE DURATION OF INCAPACITY 


In a paper read at the recent congress of the Royal Sanitary 
Institute at Portsmouth Dr. A. B. WaLker, Regional 
Medical Officer, Department of Health for Scotland, spoke 
on the persistence of a high level of incapacitating sickness 
among the insured population. (His figures related to 
Scotland.) He pointed out the increase in sickness and 
disablement benefit which had occurred since 1921, and 
said that the most recent report on the subject, published 
last year, giving the figures for 1935-6, showed that the 
number of cases of incapacitating sickness per 1,000 
insured population was above the average of the previous 
five years by 2.3 per cent., that the days of incapacity per 
insured person (taking the whole insured population) 
exceeded the quinquennial average by 14.7 per cent., and 
that the average duration per case exceeded the average 
by 11.9 per cent. The number of cases per 1,000 insured 
population in 1935-6 was 219, the days of incapacity fer 
insured person were 114, and the average duration per 
case was 521 days. These last two figures exceed any- 
thing hitherto recorded, and Dr. Walker had been informed 
that the figures for 1936-7, though not as yet published, 
showed no evidence of any general improvement ; indeed, 
they are worse, Owing to a severe epidemic of influenza in 
the early part of 1937. 


Causes of Incapacitating Illness 


The chief conditions which ‘give rise to “ short-term” 
incapacitating illness, judging from the medical certificates 
of incapacity received by approved societies operating in 
Scotland, are, in order of relative importance, diseases of 
the respiratory system, diseases of the digestive system and 
rheumatism, skin conditions and superficial sepsis, and 
accidents. Next to these come vaguely defined states of 
ill-health described as general debility, anaemia, and 
neurasthenia. Chronic incapacities—that is, incapacities 
current Over any entire statistical year—are due, again in 
order of relative importance, to nervous diseases (chiefly 
insanity), rheumatism, circulatory diseases, all forms of 
tuberculosis, bronchitis, and neurasthenia and nervous 
debility. Chronic incapacities, of which the conditions 
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satisfactory, and are arguments against the enforcement 
of the stringent recommendations of the memorandum. 


At a recent discussion on quarantine at the Society of 
Medical Officers of Health, Dr. Hugh Paul, medical officer 
of health for Smethwick, submitted that in urban areas 
healthy contacts of those suffering from infectious diseases 
should not be automatically excluded from school, basing 
his thesis on the results of nearly a year’s experience. At 
the conclusion of the meeting the following resolution was 
passed unanimously: “ That the council represent to the 
Board of Education and the Ministry of Health that the 
recommendations contained in their ‘Memorandum on 
Closure of and Exclusion from School,’ 1927, are no longer 
in accordance with recent advances in epidemiological 
knowledge, and that the memorandum be redrafted and 
revised accordingly.” 


Sanitation of Shops 


To improve the conditions affecting the health and 
comfort of shop workers, provisions as to s@nitary and 
oiher arrangements were laid down in Section 10 of the 
Shops Act, 1934, as follows. “In every ‘part of a shop 
in which persons are employed about the business of the 
shop—{a) suitable and sufficient means of ventilation shall 
be provided, and suitable ventilation shall be maintained ; 
(6) suitable and sufficient means shall be provided to 
maintain a reasonable temperature, and a_ reasonable 
temperature shall be maintained.” In every shop which 
is not specifically exempted “suitable and sufficient sanitary 
conveniences and suitable and sufficient washing facilities ” 
must be provided and maintained for the use of persons 
in or about the shop. A certificate may be granted 
by the local authority exempting a shop from the 
provisions of the Act as to sanitary conveniences 
and washing facilities where the authority is satisfied 
that by reason restricted accommodation or 
other special circumstances “it is reasonable that a 
certificate should be in force . .. and that suitable and 
sufficient sanitary conveniences or washing facilities . . . 
are otherwise conveniently available.” This power of 
exemption is intended to meet the case of small lock-up 
shops or kiosks. No standard of sufficiency or suitability 
is laid down. 

Dr. J. MacMillan, medical officer of health to the 
Woolwich Borough Council, in his report for 1936, refers 
to the problem of providing separate sanitary accommoda- 
tion in small shops and in those in which mixed staffs 
are employed. His authority decided that in those shops 


“where members of both sexes are employed separate 
Sanitary conveniences for each sex will be required if the 
number of employees exceeds four. If the number is four, 
or less than four, one sanitary convenience will be regarded 
as suitable and sufficient, provided that the door of such 
convenience is fixed with an. appropriate lock or fastener 
on the internal side and with an automatic indicator showing 
on the external side of the door whether the apartment is 
engaged or vacant.” 


In Woolwich heating has been insisted upon in all 
closed shops, but the problem of heating wet fish, butchers’, 
and open-fronted shops has not been solved. In the case 
of all closed shops ventilation other than by the shop door 
has been insisted upon, this in the majority of cases being 
supplied by a movable fanlight over the door. 

In his report for 1936 to the City of Norwich the 
medical officer of health, Dr. V. F. Soothill, deals very 
fully with lighting, ventilation, and temperature of shops. 
On the subject of ventilation he states that on the assump- 
tion that 600 cubic feet per head per hour of fresh 
air is the desirable minimum, this would permit of 
an added carbon dioxide impurity of 0.1 per cent., 
so that, except in places using carbon dioxide in 
their normal process of business, the carbon dioxide 
content of the air should not be allowed to rise above 
0.14 per cent. Dr. Soothill would like to be in a position 
to insist on natural ventilation for shops, but apparently 


this cannot be enforced under the Act. The following 
standards have been adopted by his authority: (1) the 
ventilation of every part of every shop should be such 
that the carbon dioxide content must not rise above 
0.14 per cent. ; (2) that where 0.5 per cent. of the natural 
daylight factor is not available, an artificial lighting 
standard of 8 foot-candles as a minimum at a working 
height should be adopted ; (3) that every shop or room 
used as a shop “ must have an area equal to one-eightieth 
of the floor space having an unobstructed direct access to 
natural light and ventilation, and this must be openable 
direct to the external air and must be glazed with clear 
glass and kept reasonably clean”; (4) all shops should 
be required to provide and maintain a temperature of not 
less than_50° F., cases in which the temperature standard 
produces trade difficulties to receive reasonable con- 
sideration. 


B.M.A. SCHOLARSHIPS 


At a meeting of the Science Committee of the B.M.A. 
the reports of the Visitors on the work of the Scholars and 
Grantees for the year 1937-8 were received. 


Staphylococcal Haemolysins 


Dr. A. M. McFar an (Walter Dixon Scholar) has been 
investigating staphylococcal haemolysins, leucocidin, and 
carbohydrates by bacteriological, clinical, and experimental 
methods, at Cambridge. The antihaemolysin titres of 
several cases at Addenbrooke’s Hospital, in: all of which 
haemolytic staphylococci were isolated, showed rises, in 
some cases large ones, thus contrasting with the findings in 
three cases of chronic osteomyelitis, three of carbuncle, 
and three of abscesses, in all of which the titres remained 
within normal limits. The rise in antistaphylolysin 
following toxoid injections was studied in two cases of 
chronic osteomyelitis and three of boils; fresh lesions 
occurred in the presence of a significantly raised titre, and 
other cases are being studied to determine the frequency 
of this event. Cultures from nasal swabs trom the patients 
with staphylococcal infections, and from healthy students 
and patients without overt staphylococcal infection, suggest 
that about 30 per cent. of healthy persons carry haemolytic 
staphylococci in the nose ; further analysis of these results 
is being undertaken. Professor J. A. Ryle comments on 
this interim report that a very difficult problem is being 
undertaken by this scholar, but that it is being handled 
in a critical way with good clinical sense and judgment 
as well as with sound laboratory technique. He is very 
satisfied with the quality of the work. 


Hormonal Deficiency in Amenorrhoea of Endocrine Origin 


Dr. IstpoRE SCHRIRE (Ernest Hart Scholar), working at 
the British Postgraduate School on the hormonal deficiency 
jin amenorrhoea of endocrine origin and also on _ the 
pituitary role in the myopathies, has defined the part played 
by this gland in creatine and creatinine metabolism. 
Thyreotropic extracts raise the creatine excretion in 
normal subjects, while gonadotropic extracts raise the 
creatinine excretion; growth hormones have, however, 
no apparent effect on creatine-creatinine metabolism. Dr. 
Schrire, by studying cases of amenorrhoea and _ their 
response to pituitary extracts, has defined a group of 
primary amenorrhoeas in which no response to thyreo- 
tropic extracts can be obtained, though there is no 
evidence of thyroid deficiency. In three cases of 
acromegaly with excessive activity of the gonadotropic 
factor of the pituitary gland, as judged by the creatine- 
creatinine excretion, an attempt to suppress the excessive 
activity by the injection of oestrin and testosterone has 
so far proved promising, and the work is being continued. 
Large doses of oestrin were effective in suppressing 
gonadotropic activity in two cases, as judged by 
creatinine excretion. In four cases of pituitary baso- 
philism, diagnosed on clinical evidence only, no abnor- 
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mality of creatine and creatinine excretion was found. In 


-a number of patients-with juvenile obesity there was no 


response to thyreotropic extracts in the absence of clinical 
evidence of hyperthyroidism. Professor F. R. Fraser 
reports that this scholar has planned his observations well, 
made good use of his opportunities, and should be able 
to continue in productive research. 


Muscular Hypotonia 
Dr. J. D. O. KERR (Ordinary Research Scholar) began 


‘his investigation into the mechanism of muscular hypo- 


tonia in 1936 in collaboration with Dr. Lawrence Scott. 
He has since been continuing the work partly on patients 
but mainly on cats. A standard of “operation trauma ™ 
has been gradually developed. The muscle tonus of cats 
was found to have considerable individual variations, the 
average intramuscular pressure being 70-80 mm. of water. 
No correlation could be made out between the muscular 
tonus, the blood pressure, and the respiratory movements. 
The muscle tonus tended to diminish on rough handling 
of the abdominal viscera and peritoneum, and still more 
in consequence of local damage to the muscle tissues. A 
dose of histamine, sufficiently large to have a marked 
efiect on the pulse rate, blood pressure, and respiratory 
movements, appeared to have only a very slight effect on 
the tonus of voluntary muscles. During these animal 
experiments investigations were begun on the muscular 
hypotonia which occurs during surgical operations in man. 
The muscle tonus before surgical intervention was 
generally found to reflect the degree of severity of the 
patient’s illness. The degree of hypotonia present after 
operations varied with the patient’s state before the 
operation, the severity of the operation, and the type of 
anaesthetic employed, and it will be necessary to obtain 
much more evidence before practical conclusions can 
be drawn. Professor J. W. McNee, the Association’s 
Visitor, reports that this work, which is being carried on 
in the physiology department of the University of 
Glasgow, is sound and very interesting; it is making 
good progress. 


Impetigo Contagiosa 


Dr. Beatrice Lewis (Ordinary Research Scholar) is 
continuing the isolation of strains of streptococci from 
cases of impetigo. She found that 82 per cent. of 122 
strains could not be classified into recognized types by 
agglutination and absorption methods. A new type con- 
sisting of five strains was distinguished, but 71 per cent. 
remain unclassifiable. In view of the fact that in many 
cases of impetigo no streptococci could be identified, 
though staphylococci were distinguished, Dr. Lewis has 
begun a study of over 150 of these staphylococcal strains 
with a view to eliminating the staphylococci and dis- 
covering the possibly hidden streptococci. Biochemical 
reactions, coagulase and haemolysin production, and the 
reactions to bacteriophage and serology being 
examined. Professor F. R. Fraser examined this student's 
work at University College Hospital, and recommends an 
extension of her scholarship in view of the increasingly 
important work which is being done, although no further 
attempts have been made this year to investigate skin 
diseases of virus origin. 


Gastroscopy 


Dr. H. TayLor (Ordinary Research Scholar) has been 
working at the London Hospital on the gastroscopic 
investigation of patients with gastric diseases. A state- 
ment by him was published in the British Medical Journal 
(1938, 1, 892). He has designed an attachment for the 
operating table to facilitate gastroscopic examinations, and 
has examined about 180 patients, observing the rate of 
healing in peptic ulcer undergoing medical treatment, and 
noting the signs of threatened haematemesis with a view 
to determining the optimum time for excision of the ulcer 
in order to avert this accident. He reports that in post- 


operative cases following gastro-enterostomy, in which 
the ‘symptoms continue or return, the persistence of 
hyperplastic gastritis seems to be important. In gastro- 
jejunal ulcer, cases. of which were also watched, hyper- 
plastic gastritis was also present. Dr. Taylor has 
reached the conclusion that if on-second inspection after 
one month’s treatment a peptic ulcer shows no sign of 
improvement, malignancy is to be strongly suspected, and 
that there is no such thing as an ulcer which cannot be 
made to heal to a certain extent by strict medical treat- 
ment. Ulceration may subsequently recur, but such an 
ulcer will show definite signs of healing in the first pericd 
of treatment unless it is malignant. In post-operative 
cases of perforation the healing of the site of perforation 
has been studied, and it appears that if certain methods 
are adopted gastro-jejunostomy is unnecessary. Professor 
F. R. Fraser reports that the small number of cases of 
each type encountered each year renders progress slow, 
but that in another year’s work by this scholar some 
definite conclusions might be reached. 


Squint 

Dr. T. a’B. TRAVERS of Melbourne (Ordinary Research 
Scholar) is continuing an investigation into the manner 
in which suppression of vision occurs in squint, with a 
view to throwing more light on the development of 
amblyopia in this condition. He is also studying abnormal 
retinal correspondence in squint with particular reference 
to the association of suppression of vision and abnormal 
correspondence. An interim report will be published in 


the British Journal of Ophthalmology. 


THE DURATION OF INCAPACITY 


In a paper read at the recent congress of the Royal Sanitary 
Institute at Portsmouth Dr. A. B. WALKER, Regional 
Medical Officer, Department of Health for Scotland, spoke 
on the persistence of a high level of incapacitating sickness 
among the insured population. (His figures related to 
Scotland.) He pointed out the increase in sickness and 
disablement benefit which had occurred since 1921, and 
said that the most recent report on the subject, published 
last year, giving the figures for 1935-6, showed that the 
number of cases of incapacitating sickness per 1,000 
insured population was above the average of the previous 
five years by 2.3 per cent., that the days of incapacity per 
insured person (taking the whole insured population) 
exceeded the quinquennial average by 14.7 per cent., and 
that the average duration per case exceeded the average 
by 11.9 per cent. The number of cases per 1,000 insured 
population in 1935-6 was 219, the days of incapacity fer 
insured person were 114, and the average duration per 
case was 521 days. These last two figures exceed any- 
thing hitherto recorded, and Dr. Walker had been informed 
that the figures for 1936-7, though not as yet published, 
showed no evidence of any general improvement ; indeed, 
they are worse, owing to a severe epidemic of influenza in 
the early part of 1937. 


Causes of Incapacitating Illness 


“ 


The chief conditions which ‘give rise to “ short-term ” 
incapacitating illness, judging from the medical certificates 
of incapacity received by approved societies operating in 
Scotland, are, in order of relative importance, diseases of 
the respiratory system, diseases of the digestive system and 
rheumatism, skin conditions and superficial sepsis, and 
accidents. Next to these come vaguely defined states of 
ill-health described as general debility, anaemia, and 
neurasthenia. Chronic incapacities—that is, incapacities 
current Over any entire statistical year—are due, again in 
order of relative importance, to nervous diseases (chiefly 
insanity), rheumatism, circulatory diseases, all forms of 
tuberculosis, bronchitis, and neurasthenia and nervous 
debility. Chronic incapacities, of which the conditions 
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just mentioned account for more than two-thirds, are 
responsible for more than half of the 19} million days 
which constitute the total volume of incapacitating illness 
among the insured population in Scotland. 


A striking point is that in 1935-6 52 per cent. of the 
“ chronics ” were under 45 years of age at the beginning 
of their illness. The recent increase in chronic illness has 
been relatively most pronounced at ages below 35. Dr. 
Walker compared the increase in age groups between 
1931-2 and 1935-6. Among those under 35 there had 
been an increase in the number of “chronics ” of 50 per 
cent. ; between the ages of 35 and 55, an increase of 47 
per cent. ; and among those over 55 an increase of 14 per 
cent. The increase for all ages is 33 per cent. Age, 
of course, has an important influence on the nature and 
duration of incapacitating illness. The sickness rates of 
men and single women steadily increase with age; those 
for married women show a maximum at ages below 25, 
chiefly due to pregnancy and related causes, followed by 
a fall, and later by an increase with age, especially after 
40. The average duration of incapacity also increases 
with increasing age. But the disturbing feature is the 
recent increase in prolonged incapacities at younger ages. 


Multiple Factors ~ 


Dr. Walker then went on to discuss certain deductions 
from these figures. The amount of incapacitating sickness 
might well, he said, justify two questions: (1) Whether 
further and more intensive efforts to improve the environ- 
ment were required in the direction of housing, reduction 
of overcrowding, instruction in personal hygiene, eradica- 
tion of bad dietetic and other habits, and the like? (2) 
Whether, in spite of social improvements and legislation, 
we had not reached the stage at which it was the “ un- 
desirables *"—using the word in its eugenic sense—who 
were increasing most rapidly? 


Many of the diseases mentioned as being chiefly respon- 
sible for the large volume of incapacity were conditions 
which were given such labels as “ gastritis,” ‘“‘ anaemia,” 
and “ general debility.” In such cases, in the conditions 
prevailing in general practice, a diagnosis was frequently 
chiefly based on an assessment of the patient’s complaints 
and subjective sensations rather than on physical signs. 


“ They are, in other words, deviations fr6m health, the 
aetiology of which is due to disturbance of “ function,” using 
this term in its widest physiological sense, rather than con- 
ditions arising out of pathological lesions capable of detec- 
tion by the usual bedside methods of examination based on 
inspection, percussion, and auscultation. The difficulty in 
arriving at an accurate and early diagnosis is further increased 
by the fact that in their early stages many of the so-called 
“ organic’ diseases also give rise to symptoms of disordered 
function alone, and only when the disease has progressed a 
certain length do physical signs arise which define the 
diagnosis. If, then, certainty in diagnosis is frequently a 
matter of difficulty, it follows that assessment of capacity, 
which is in turn dependent on accurate diagnosis, must also 
not infrequently give rise to similar difficulties.” 


In certain types of individuals, and in certain kinds of 
diseases too, the beneficial effect of active employment of 
the physical or mental energies of the patient appeared 
sometimes to be overlooked. Work per se was too often 
regarded as an evil to be avoided at all costs, with the 
result that the beneficial therapeutic effect of a return to 
work at the proper stage of the illness was overlooked. 
Too great a concentration by the patient on the efforts and 
means to cure him sometimes resulted in prolonging his 
illness. Dr. Walker mentioned that he had frequently 
noted this in the treatment of rheumatic conditions by 
physiotherapeutic means. 


The Incidence of Psychoneurotic Conditions 


He had recently undertaken a two-weeks “hospitality 
locum,” and had taken note of the incidence of psycho- 
neurotic conditions in a mixed insurance and private 


practice. Of the eighty-seven new cases examined, sixty- 
nine showed that the suffering was-due to organic condi- 
tions, in six there were only psychoneurotic conditions, 
and in eight a mixture of organic and psychoneurotic 
conditions. In a series of cases in the Glasgow Regional 
Medical Office the percentage of cases of a purely psycho- 
neurotic nature was only 13, while 12 per cent. had an 
element of psychoneurosis present, the illness having 
started either as an organic condition or with a combina- 
tion of both factors. 


Dr. Walker does not agree with Halliday, who, in an 
investigation into psychoneurosis as a cause of incapacity 
among insured persons, found that of 1,000 insured 
persons referred to him for examination, the cause of 
incapacity was discovered to be psychoneurotic in 33.5 
per cent. Halliday, in attempting to show that the only 
possible explanation of the rise in incapacitating sickness 
was due to psychoneurotic factors, based his thesis 
mainly on a rise in the level of chronic incapacities, and 
had applied his figures of the psychoneurotic content of 
such labels as gastritis, debility, anaemia, and rheumatism 
—which related to short-term incapacities—to chronic 
ones. In Dr. Walker’s view such an application could 
not be justified. From a survey of recent medical litera- 
ture he thought the present tendency was to emphasize 
the nervous factors unduly. The assessment of the 
neurotic element present in a given case was liable to 
vary in the same way as the assessment of nutritional 
status or the estimation of the haemoglobin content of the 
blood by different individuals. 


“There is danger that we may fall into a new fashion of 
medicine where almost every ill will be attributed to mental 
factors, and that ‘mental maladjustment’ will take the place 
of focal sepsis, tonsils and adenoids, chronic intestinal stasis, 
and other similar fashions which, when carried to an extreme, 
retard rather than advance the progress of scientific medicine.” 


The General Practitioner and Prevention 


Turning finally to the function of the general practi- 
tioner, Dr. Walker said that this is not only the diagnosis 
and treatment of illness, but prevention in relation to the 
individual. Those who had some experience of general 
practice realized that there was a vast lag between present- 
day knowledge of preventive medicine and the practical 
application of this knowledge in family practice. Not 
only ignorance and superstition, but prejudice was a 
barrier. A considerable proportion of the population had 
not advanced beyond a mediaeval outlook as regards the 
causation and treatment of illness. Almost every general 
practitioner had to overcome the prejudice against the 
opening of windows. In this and other similar circum- 
stances the mother-in-law and “ grannie” of to-day fre- 
quently possessed greater authority than the family doctor 
or the specialist. 


Inquiry also showed that in early stages many condi- 
tions which eventually gave rise to incapacity showed 
symptoms that were regarded by the patient as trivial, 
and often it was only after a considerable period that he 
sought medical advice. If the two essentials in diminish- 
ing incapacitating illness were early diagnosis and speed 
in initiating treatment, there was need for fuller facilities 
for the diagnosis and differentiation of trivial conditions 
from those which, though not trivial, presented initially 
trivial symptoms. There was also need for routine and 
periodical medical examinations of adults as well as of 
children in order to obtain information concerning the 
constitution of the individual and its relation to any 
apparent deviations from accepted standards. For 
example, as regards blood pressure, it had been confirmed 
that there was a much wider range of variability com- 
patible with perfect health than was generally supposed. 


In conclusion, Dr. Walker pleaded for a better under- 
standing and appreciation of each other’s point of view 
by the central health authorities, the approved societies, 
and insurance practitioners—partners in a great enterpris¢ 
for preserving the health of the people. 
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THE INSURANCE MEDICAL SERVICE 
WEEK BY WEEK 


Transfer of a Practice on Retirement 


A correspondent has raised a question with regard to the 
position of the patients of a doctor retiring from a 
partnership, and also resigning from the insurance com- 
mittee’s medical list, where the retiring doctor would not 
request the committee to notify the insured persons con- 
cerned of the name of another doctor willing to accept 
them on his list. It will be remembered that upon the 
retirement of an insurance practitioner from the medical 
list the insured persons for whose treatment he was respon- 
sible are free to select another doctor. The insurance 
committee is required to notify the insured persons of 
this right and to include in the notice, at the request of 
the outgoing doctor, a note of the name and address of 
any doctor who is willing to accept the insured persons 
on his list. As stated in Medical Insurance Practice 
(p. 209), this gives an opportunity for every insurance 
patient, although free to make a fresh choice of doctor, 
to receive a written introduction to the successor to the 
practice. Although this is so, it should be remembered 
that the purpose of the requirement in the regulations is 
to see that a considerable number of insured persons are 
not left “in the air” and unattached to the list of an 
insurance practitioner who is responsible for their treat- 
ment; as is well known, owing to the apathy of many 
insured persons, it is the case that some considerable 
number who were on the list of a retiring doctor would 
remain “unattached” unless they were told that they 
would automatically be regarded as going on to the list 
of the successor to the practice at the end of a month, if 
they had made no fresh choice in the meantime. 


The practitioner’s list is an individual list, and no cog- 
nizance is taken of the existence of partnerships for this 
purpose. The requirement that an insurance committee 
should notify patients of the name of the successor to the 
practice is conditional upon the outgoing practitioner 
making a request that they should do so. Where he fails 
to do this, for whatever reason, it would seem not un- 
reasonable, bearing in mind the purpose of the regula- 
tions, for the insurance committee to notify the insured 
persons of the name of the partner who is presumably 
left with -the private practice. Possibly the committee, 
if satisfied that it was the best course in all the circum- 
stances, would assign the majority of the patients of the 
outgoing doctor to the partner remaining in the practice. 
But this would be entirely within the discretion of the 
committee, who would necessarily have to take into 
account all the circumstances. The fundamental point is 
that the wishes of the insured person so far as they can 
be ascertained must be the deciding factor, and no hard- 
and-fast rule could be laid down in the matter ; and cer- 
tainly it would hardly seem to be a case which could be 
provided for by regulation. 


Telephoned Prescriptions 


Arising out of a report on a case in which five practi- 
tioners and two chemists were concerned, an insurance 
committee has decided to inform two of the practitioners 
that the committee regards the system adopted by them, of 
telephoning a large proportion of their prescriptions to the 
chemist, as a serious breach of the terms of service, and 
Open to the gravest objection on other grounds. The 
practitioners are accordingly being requested to cease 
telephoning prescriptions except in emergency, and only 
then when the prescription does not contain a dangerous 
drug or poison; and to observe the requirements in the 
terms of service that a written order should be given. 
The other practitioners are instructed that if they find that 
in special circumstances the telephoning of a prescription 
to a chemist expedites the delivery of the medicines to the 
patient, they should revert to the procedure originally 


adopted by them (presumably of confirming the order by 
a written prescription), and that they should not telephone, 
even in an emergency, a prescription which contains a 
dangerous drug or poison. The committee, in communi- 
cating with the chemists, points oui that they also are fail- 
ing to observe the terms of service and running a serious 
risk in accepting orders for medicine by telephone as a 
matter of routine. The chemists are instructed that in 
future they must, in ordinary circumstances, only dispense 
medicine after a written order has been received, and 
must never dispense, even in an emergency, a telephoned 
prescription which contains a dangerous drug or poison. 
Copies of the report have been sent by the insurance 
committee to the panel and pharmaceutical committees, 
and these committees have been invited to give their 
observations on the general questions raised and upon the 
opinions expressed in the insurance committee’s report. 


HOSPITAL SAVING ASSOCIATION 


The correspondence which follows has passed between, Dr. 
Peter Macdonald, Chairman of the Hospitals Committee 
of the British Medical Association, and Mr. F. B. Elliot, 
General Secretary of the Hospital Saving Association. 


Dear Dr. MacponaLp,—My Council had before them 
yesterday reports of the discussion on the resolution re the 
Hospital Saving Association carried by the Annual Representa- 
tive Meeting of the British Medical Association at Plymouth. 
They noted with regret the charges brought against the 
Hospital Saving Association, which have received great 
publicity in the Press of the country, but they were glad to 
see from the report in the Times that you dissociated yourself 
from these attacks. The Times (July 18) reports you as 
follows: “Replying. Dr. Macdonald referred to the noble 
services of the Hospital Saving Association and contributory 
schemes and dissociated himself from attacks upon them. . . .” 
My Council asked me to inquire of you if the Times has 
correctly reported yvou.—Yours sincerely, 

July 27. F. B. ELtior. 

Dear Mr. ELtiot,—Immediately on receipt of your letter 
of July 27 I wrote you a hurried note saying that the quota- 
tion you had taken from the Times was substantially correct, 
and I have now time to write at greater length. At the Annual 
Representative Meeting of the British Medical Association in 
July I expressly dissociated myself from attacks on con- 
tributory schemes, including the Hospital Saving Association, 
and I said that the continued existence of voluntary hospitals 
depends upon them. My further views on the subject under 
discussion are fairly set forth in the Supplement to the British 
Medical Journal of July 23 (pp. 67 and 68), in which I am 
moderately fully reported. 

I indicated at the meeting that, where hospital abuse arose 
out of the activities of contributory schemes, the blame for 
this must be shared with contributors, and, in some cases, with 
contributory schemes, by hospitals, hospital staffs, and medical 
practitioners generally. From the way in which my remarks 
were received I gathered that the vast majority of representa- 
tives at that meeting were in agreement with me. We were, 
however, also in agreement that misapprehensions by members 
of contributory schemes. and by persons invited to become 
members, as to the proper function of contributory schemes 
tend to, and in fact do, interfere with private practice in a 
way which is not of advantage either to hospitals, or to private 
practitioners, or to the patients themselves. The chief mis- 
apprehension is that they think that their membership entitles 
them to all the treatment they wish from a hospital, including 
such treatment as they would obtain as private patients from 
individual medical practitioners. 

I pointed out that contributory schemes had already done 
much to help to remove these misapprehensions in approving 
the document entitled “ Points of Policy for the Guidance of 
those Inaugurating and Managing Voluntary Hospital Con- 
tributory Schemes,” which they did at the meeting of the 
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Association of Contributory Schemes last year, and I quoted 
paragraphs 14, 15, and 16 of that document. There is need 
of extended educative effort to get rid of these misapprehen- 
sions completely, and I think, and I am sure that you will 
agree with me, that it is not unreasonable to ask contributory 
schemes to help in this.—Yours sincerely, : 
August 9. PETER MACDONALD. . 


Deak Dr. Macponacp,—Thank you for your letter of 


‘August 9. My Association is in full agreement with your 


views as to the right use of out-patient departments. We have 
continually stressed the view that they should be consultative. 
Our instruction to our honorary group secretaries, to whom the 
issue of vouchers is entrusted, is “that hospitals are not 
intended to deal with trivial cases or with cases which can be 
equally well dealt with by private doctors,” and we strongly 
recommend that contributors should take with them to hospital 
a letter from their doctors. In The Contributor, The Hospital 
Guide, and at our annual general meetings these views have 
constantly been emphasized. This educational work has been 
effective. Our statistics show year by year a decreasing call 
made by our contributors on the out-patient departments of the 
London hospitals, and a much less call made by our contri- 
butors than by the rest of the London population. 

In the face of this record your Annual Meeting has singled 
out the H.S.A. for attack. Their resolution and the strong 
language of its supporters have received the widest publicity. 
No such publicity has been given to the significant fact that the 
Chairman of the Hospitals Committee of the British Medical 
Association expressly dissociated himself from these attacks. 
From our point of view it is particularly unfortunate that 
this did not appear in the official report in the British Medical 
Journal. My Council will, I am sure, be glad to join with the 
British Medical Association not only in an investigation of the 
facts but in further educative efforts—if such can be suggested. 
But I think the first step should be to repair the omission to 
which I have called attention.—Yours sincerely, 

August 23. F. B. ELtiot. 


Naval, Military, and Air Force 
Appointments 


ROYAL NAVAL MEDICAL SERVICE 


Surgeon Rear-Admiral G. F. Syms to the St. Angelo, additional for 
Royal Naval Hospital, Malta. 

Surgeon Commander C. H. Savory has been placed on the 
Retired List. 

Surgeon Commanders G. L. Ritchie to the Royal Sovereign; 
G. G. Newman to the Victory, for Royal Naval Barracks (September 
3), and to the Victory, for H.M. Dockyard, Portsmouth (Septem- 
ber 20); G. Kirker and M. B. Macleod to the Pembroke, for 
Royal Naval Barracks; J. C. Sinclair to the Pembroke; R. K. 
Shaw to the Pembroke, for Royal Naval Barracks for course 
(September 5), to the President for course at Winterbourne Gunner 
(September 12), and to the Pembroke for Royal Naval Barracks 
(October 7); A. C. Paterson to the Victory, for Royal Naval 
Barracks; M. B_ Devane to the Diomede; R. R. Baker to the 
Maine. 

Surgeon Lieutenant-Commanders F. M. Duthie to the Pembroke, 
for Royal Marine Infirmary, Chatham; G. Phillips to the St. Angelo, 
for Royal Naval Hospital, Malta. 

Surgeon Lieutenant D. D. Steele-Perkins to be Surgeon Lieutenant- 
Commander. 

Surgeon Lieutenants L. A. Anderson, J. H. Armstrong, J. Jordan, 
G. J. Kearney, J. D. B. Perkins, and G. L. St. A. McClosky to 
the Victory, for Royal Naval Barracks; J. G. Vincent-Smith to 
the Fleetwood; G. D. Wedd to the Afrikander, for Royal Naval 
Hospital, Cape of Good Hope (October 19), and to the Devonshire 
ar? A. G. G. Toomey to the Pembroke, for Royal Naval 
Barracks. 


Royat NAVAL VOLUNTEER RESERVE 


Surgeon Commander L. C. D. Irvine to the Drake, for Royal 
Naval Hospital, Plymouth; W. J. Payne to the Drake. 

Surgeon Lieutenant-Commanders H. M. Petty to the Curacoa; 
R. D. Bradshaw to the Victory, for Royal Naval Hospital, Haslar; 
B. W. C. Archer and H. M. Willoughby to the Victory. 

Surgeon Lieutenant R. M. Calder to the Resolution. 

Probationary Surgeon Lieutenant R. M. Heggie to be Surgeon 
Lieutenant. 

Probationary Surgeon Lieutenant O. J. Vaughan-Jackson to the 
Cornwall. 

Surgeon Sublieutenant M. D. Edwards to be Surgeon Lieutenant. 


ARMY MEDICAL SERVICES 


Colonel A. C. Hammond Searle, M.C., late R.A.M.C., having 
attained the age for retirement, has been placed on retired pay. 
Lieutenant-Colonel T. C. R. Archer, from R.A.M.C., to be 
Colonel. 
ROYAL ARMY MEDICAL CORPS 


Major J. McFadden to be Lieutenant-Colonel. 

Captain W. D. Hughes to be Major. 

Lieutenant J. L. Gordon to be Captain, September 1, 1936, with 
seniority March 1, 1936. (Substituted for notificaton in the 
London Gazette, September 15, 1936.) 

Lieutenant (on probation) O. Jordan has been confirmed in his 
rank and restored to the establishment. 

Lieutenant (on probation) T. K. Murphy has been restored to 
the establishment. 

Lieutenants (on probation) W. A. McD. Scott, A. J. N. Warrack, 
C. A. Moynihan, J. McGhie, R. P. Hendry, D. Matheson, S. Ward, 
K. P. Brown, T. D. S. James, C. C. Langford, J. C. Watts, 
W. G. Mactie. M. M. Medine, M. Headlam, A. W. Box, M. McA, 
Morrow, J. R. G. Damrel, D. W. Bentinck, D. M. Macdonald, 
D. B. Milne, T. G. A. L. Warrington, A. Menzies, and W. J. A. 
Craig have been confirmed in their rank. © 


ROYAL AIR FORCE MEDICAL SERVICE 


Group Captain E. A. Lumley, MC., to Headquarters, R.A.F., 
Aden, for duty as Principal Medical Officer and Commanding 
Officer, R.A.F. Hospital. : 

Wing Commander C. T. O'Neill, O.B.E., to No. 2 School of 
—* Training (Apprentices), Cosford, for duty as Medical 

cer. 

Flight Lieutenant S. R. C. Nelson has been granted a permanent 
commission. 

Flight Lieutenants R. A. Cumming to R.A.F. Station, Leuchars; 
F. H. Peterson to R.A.F. Station, Eastchurch; A. Sheehan to 
No. 7 Armament Training Station, Acklington. 

Flying Officer C. N. Young to R.A.F. Station, Eastchurch. 


Royat Air Force RESERVE: MEDICAL BRANCH 
Flight Lieutenant D. Loughlin has_ relinquished his commission 
on — of service, and has been permitted to retain his 
rank. 


Royat Air Force VOLUNTEER RESERVE: MEDICAL BRANCH 
J. Courtney to be Flying Officer. 


REGULAR ARMY RESERVE OF OFFICERS 


Colonels H. C. Winckworth, late R.A.M.C., and G. S. Wallace, 
O.B.E., late R.A.M.C., having attained the age limit of liability 
to recall, have ceased to belong to the Reserve of Officers. 


Royat ArMy MEeEpicaL Corps 


Major E. C. Stoney, having attained the age limit of liability to 
recall, has ceased to belong to the Reserve of Officers. 

Captain and Brevet Major T. A. Weston, having attained the 
age limit of liability to recall, has ceased to belong to the Reserve 
of Officers. 

The seniority of Lieutenant A. H. Weston is April 8, 1936. 


SUPPLEMENTARY RESERVE OF OFFICERS: ROYAL ARMY 
MepicaL Corps 


Lieutenants E. H. Travers and D. M. I. Harmar to be Captains. 
Lieutenant E. P. Houghton, from Supplementary Reserve of 
Officers, 4th H., to be Lieutenant. 


Correspondence 


LONDON EMERGENCY BED SERVICE 


Sir,—On the only occasion I have asked the London Emer- 
gency Bed Service to find me a bed for a patient, one of the 
hospitals applied to agreed to take my case but only on the 
understanding that it was left to their discretion whether they 
would admit him or not when he arrived. Clearly one cannot 
send a patient of this sort to a hospital if there is a chance of his 
being turned away again. 1 think the residents of those 
hospitals in the scheme should realize that when a_practi- 
tioner seeks the aid of the service he requires a bed for his 
patient and not an opinion. Either there is a bed available 
for an emergency case or there is not, and for the resident 
to go into details of the case in order to decide whether to 
admit or not is wasting everybody's time. Admission of 
cases to council hospitals is usually made through one of the 
nursing or clerical staff, and in my experience the opinion of 
the practitioner that the case is one for admission is never 
questioned.—I am, etc., 


London, W.10, September 5, T. T. B. WATSON. 
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= ‘ i The postgraduate course for former students of the London 
British Medical Association held October 12 to 15 
: : inclusive, and the Schorstein Memorial Lecture will be given 
“> be OFFICES, BRITISH MEDICAL ASSOCIATION HOUSE, by Professor Leonard G. Parsons on Thursday, October 13, 
’ TAVISTOCK SQUARE, LONDON, W.C.1. at 4.15 p.m. The old students’ dinner will take place on the 
Anata. ee same date at 7.30 p.m. at the Trocadero Restaurant. 
SECRETARY (Telegrams: Medisecra Westcent, London). 
36, with Epiror, BRITISH MEDICAL JoURNAL (Telegrams: Aitiology Westcent, WEEKLY POSTGRADUATE DIARY 
in the BritisH PostGRaADUATE MEDICAL ScHooL, Ducane Road, W.—Daily, 
in his ions, tet ini ions. 
Telephone numbers of British Medical Association and British 4.30 1. 
tored to Medical Journal, Euston 2111 (internal exchange, five lines). scopic Methods in the Diagnosis and Treatment of Broncho- 
ScoTrisH SECRETARY: 7, Drumsheugh Gardens, Edinburgh. (Tele- pulmonary Disease. Wed., 3 p.m., Clinical and Pathological 
Warrack, grams: Associate, Edinburgh. Tel.: 24361 Edinburgh.) Conference (Surgical); 4.30 p.m., Prof. Chevalier Jackson, 
S. Ward, Cumann Doctiiri na h-Fireann (I M.A. and B.M.A.): 18, Kildare Mechanical Problems of Extraction of Foreign Bodies from the 
. Mc ublin. adiological Demonstration. Fri., 2 p.m., Clinical and Patho- 
ae: Diary of Central Meetings logical Conference (Obstetrics and Gynaecology). 
TION, 1, WiMPOLE STREET, W.—Physi. t 
9 Fri. Public Medical Services Subcommittee, 2.15 p.m. F.R.C.S., Mon., Wed., and Fri., 5.30 pain. fo ee 
22. Thurs. Insurance Acts Committee, 11.30 a.m. S.W.: Tues. and Fri., 5.15 p.m., M.R.C.P. Classes. National 
ing ' p.m., M.R.C.P. Clinical and Pathological Course. Royal Chest 
' 4 Tues. Orthopaedic Surgeons Group, 2 p.m. Hospital, City Road, E.C.: Mon., Wed., and Fri., 8 p.m., 
chool of Advanced Course in Diseases of the Heart and Lungs (open to 
ranc an ivision ee ings (1) e a ay. oya ain ospita arroga ec: Sat., 
2rmanent and Sun., Week-end Course (all day) in Rheumatism and Hydro- 
wits METROPOLITAN COUNTIES BRANCH: WESTMINSTER AND HOLBORN therapy. 
Division.—At Westminster City Hall, Charing Cross Road, W.C... Giascow University.—At Tennent Memorial Building, Church 
Thursday, September 15, 8 p.m. Air raid precautions lecture. Street, Glasgow, Tues., 4.30 p.m., Professor A. J. Ballantyne, 
7 Retinitis: Exudative and Haemorrhagic Forms. 
POSTGRADUATE NEWS 
ots 
etain his The Fellowship of Medicine announces that a course of VACANCIES 
lecture-demonstrations om physiology being given on 
a Mondays, Wednesdays, and Fridays at 5.15 p.m., in prepara- All advertisements should be addressed to the 
tion for the Primary F.R.C.S. Examination. An evening Advertisement Manager and NOT to the Editor 
course, intended for M.R.C.P. candidates, in diseases of the 
heart and lungs will be given at the Royal Chest Hospital on 
Wallace Mondays, Wednesdays, and Fridays at 8 p.m., from September RESIDENT POSTS 
liability 12 to 30. A three-weeks course in neurology will be given Beprorp County Hospitat.—First H.S. (male). Salary £155 p.a. 
; for D.P.M. candidates at the West End Hospital for Nervous  BirMinGHAM City Mentat Hospitat.—(1) Whole-time Deputy 
2 Diseases on three afternoons a week from October 3 to Medical Superintendent (male) for Winson Green Division. (2) 
November 25. Week-end courses will be given during Septem- 1AM. emake, unmarried) for Winson Green Division. 
rbility to ber at the Royal Bath Hospital, Harrogate, on September seni £625 p.a. and £350-£25-£450 p.a. respectively. 
4 IRMINGHAM UNiTED HospitaL.—TIwo Surgical Registrars for New 
16, 17, and 18, dealing with rheumatism and hydrotherapy, and nal tar Hor 
: Hospitals Centre at Edgbaston.—Salaries £100-£10-£120 p.a. each. 
ined the at the Royal Westminster Ophthalmic Hospital on September Bg a sii d 
RIGHTON: LaDy CHICHESTER HospitaL, Hove.—(1) Senior H.P. 
Reserve f 24 and 25 dealing with ophthalmology. Other courses have (2) J.H.P. Females. Salaries £100 p.a. and £75 p.a. respectively. 
6 been arranged as follows: proctology at Gordon Hospital, Bristot Royar InFirMaRy.—H.P. Salary £80 p.a. 
: September 26 to 30; medicine, surgery, and the specialties at BurNLey: Victoria Hospirat.—(1) H.P. (2) H.S. Males. Salaries 
¥v Metropolitan Hospital, October 3 to 8; dermatology at St. £150 p.a. each. 
Hospital (afternoons), October 3 to 31; and fevers at (male) to 
ee ark Hospital (all day), October 1 and 2. Courses are open ; od 
tains. : = ‘ 
me only to members of the Fellowship of Medicine (1, Wimpole — AND Essex Hospitat.—H.P. (female). Salary £150 
Street, W.1), to whom application should be made. CHESTERFIELD AND Nog DerBysHIRE Roya Hospitat.—C.O. and 
A short course of lectures arranged by the Department of racture H.S. (male). Salary £200 p.a. : 
=a Ophthalmology of the. University of Glasgow opened at a HospitaL.—H.S. for Adult Surgical Wards. 
Tennent Memorial Building, Church Street, Glasgow, On  peyonporr: PRINCE OF WaLes’s Hospirat.—(1) Senior H.S 2) 
September 6, and will be continued on Tuesdays at 4.30 p.m. J.H.S. Salaries £130 p.a. and £120 p.a. respectively. pees 
until October 11. The general subject of the lectures is “The Doncaster Royat INFIRMARY.—H.P. (male). Salary £150 p.a. 
Nature of Certain Diseases of the Eye, with Special Reference Duptey: Guest Hospitat.—H.S. (male). Salary £150 p.a. 
to Aetiology, Pathogenesis, and Pathology.” Details of the © DurHam County Councit.—J.M.O. for Seaham Hall Sanatorium 
n Emer- | lectures will be published in the postgraduate diary column for Women and Girls, Seaham Harbour. Salary £200 p.a. 
f the f the Supplement week by week. EatinG: KinG Epwarp Memoriat Hospitat.—(1) M.O. (2) HS. 
e Oo of the upp Mal 4 
ales. Salaries £275 p.a. and £150 p.a. respectively. 
/ ont A course in infants’ diseases, suitable for D.C.H. candidates, GrasGow CorporaTion.—J.M.O. (male) for Gartloch Mental 
her they § will be held at the Infants Hospital, Vincent Square. S.W., Hospital, Gartcosh. Salary £300-£350 p.a. 
> cannot § from September 19 to 23. The names of those wishing to GREAT BARROW: BAaRROWMORE TUBERCULOSIS SANATORIUM AND 
ce of his attend the course, which is limited to eighteen, should be 
f those sent with the fee (£3 3s.) to the secretary of the Fellowship stock Hill, N.W.—Casualty M.O. (female) for Out-patient Depart- 
. practi of Medicine, 1, Wimpole Street, W.1. ment, Bayham Street, Camden Town, N.W. Salary £100 p.a. 
| for his The annual refresher course for former students of the Hospitat oF Sr. JoHN AND Sr. EtizaBetH, 60, Grove End Road, 
ivailable | Middlesex Hospital Medical School will begin on Friday, sagen (male). Salary £75_p.a. 
resident | September 30, at 2.15 p.m., and will be continued until Sunday, Teo HPs. Sick CHILDREN, Great Ormond Street. W.C.—(1) 
wo H.P.s._ (2) Two H.S.s. Unmarried. Salaries £50 p.a. each. 
ether to ti ae 4.15 p.m. The course is open only to former = yurp RoyaL INFIRMARY.—(1) H.S. to Ophthalmic and Ear, Nose, 
sien students of the Middlesex Hospital Medical School, and a and Throat Departments. (2) Second H.P. Males. Salaries £150 
detailed programme will be sent to them on application to the p.a. each. 
of secretary. KinG GeEorGE (male). Salary 
inion 50 p.a 
: An intensive course of lectures and demonstrations, open to — 
is never all medical practitioners, will be given at King’s College 
Hospital Medi IpswicH: East SUFFOLK AND Ipswich Hospitat.—(1) C.O. (male). 
— pee edical School on Saturday and Sunday, October (2) HS. to Ear, Nose, and Throat Surgeon. Salaries £144 p.a. 
each. 
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LANCASHIRE Country Councit.—J.M.O. (male, unmarried) for Park 
Hospital, Davyhulme, near Manchester. Salary £250 p.a. 

Cuest Hospitat, Victoria Park, E.—H.P. (male). Salary 
£ p.a. 

Lonpon County CounciLt.—-A.M.O. (Grade II) (unmarried) for 
oor George V Sanatorium, near Godalming, Surrey. Salary 
£250 p.a. 

AND NortH SUFFOLK HospitraL.—J.H.S. (male). Salary 
£120 p.a. 

Luton: Bure Hospitact.—H.S. (male). Salary £150 p.a. 

MANCHESTER RoyaL INFIRMARY.—(1) M.O. of Private Patients’ 
Home. Salary £250 p.a. (2) C.O. (male). (3) Senior HS. 
(male) for Central Branch, Roby Street. Salaries £150 p.a. each. 

Merropouiran Hospirat, Kingsland Road, E.—(1) Seniér H.P. 
(2) orig H.S. (3) J.H.P. (4) J.H.S. Males. Salaries £100 
p.a. each. 

New ZeatanD: OraGo HospitaL Boarp.—Senior Surgical Officer 
for the University of Otago and Dunedin Hospital, New Zealand. 
Salary £500 p.a. 

HOSPITAL FOR WOMEN.—H.S. Salary £150 p.a. 

O_pHAM County BorouGH.—Obstetric Officer for the Municipal 
Hospital. Salary £350-£25-£450 p.a. 

OxrForD: NUFFIELD DEPARTMENT OF OBSTETRICS AND GYNAECOLOGY, 
THE RADCLIFFE INFIRMARY.—H.S. (male) for Gynaecological 
Ward. Salary £120 p.a. 

PooLe: CoRNELIA AND East Dorser Hospitat.—H.P. (male, un- 
married). Salary £150 p.a. 

PRESTON AND CounTY OF LANCASTER RoyaL INFIRMARY.—H.S. 
Salary £150 p.a. 

PrestON Royat INFIRMARY.—H.S. Salary £150 p.a. 

Princess Beatrice Hospirat, Earl’s Court, S.W.—(1) Surgical 
Officer (male). (2) H.P. and C.O. (3) C.O. and Obstetric H.S. 
Salaries £200 p.a., £110 p.a., and £110 p.a. respectively. 

Princess Louist KENSINGTON HosPitAL FOR CHILDREN, St. Quintin 
Avenue, North Kensington, W.—(1) H.S. (2) H.P. Males. 
Salaries £120-£150 p.a. each. 

RADIUM INSTITUTE AND MOUNT VERNON HospITaL, 1, Riding House 
Street, W.—H.S. for Mount Vernon Hospital, Northwood. 
Salary £150 p.a. 

RicHMOND: RoyaLt HospitaL.—J.H.S. (male). Salary £100 p.a. 

ROCHDALE CouNTy BorouGH.—Senior A.M.O. (male, unmarried). 
Salary £350-£25-£450 p.a. 

INFIRMARY AND Dispensary.—Senior H.S. Salary £250 


Cancer Hospitat (Free), Fulham Road, §.W.—M.O. Salary 
200 p.a 


NationaL ORTHOPAEDIC HospitaL, 234, Great Portland 
net W.—Two H.S.s (males, unmarried). Salaries £150 p.a. 
each. 

Sr. JoHNn’s HospitaL, Lewisham, S.E.—H.P. (male). Salary £100 


p.a. 

ScARBOROUGH HospitaL, Yorkshire—(1) H.P. (2) H.S. Females. 
Salaries £150 p.a. each. 

CHILDREN’S HospitaL.—H.S. (male, unmarried). Salary 
£ ' 

SaLtop INFIRMARY.—Surgical Officer (male). 
Salary £250 p 

SouTH- FOR CHILDREN, Sydenham, S.E.—M.O. 
Honorarium £100 p.a. 

SOUTHEND-ON-SEA CoUNTY BorouGH.—A.M.O. (male) (Grade I) for 
Southend Municipal Hospital, Rochford. Salary £350-£25-£450 


pa... 

SOUTHEND-ON-SEA GENERAL HospitaLt.—H.P. (male). Salary £100 
pia... 

SouTHPORT GENERAL INFIRMARY.—J.H.P. Salary £150 p.a. 

STOKE-ON-TRENT: NORTH STAFFORDSHIRE ROYAL INFIRMARY.— 
(1) Casualty H.S. (2) H.S. Salaries £150 p.a. each. 

Surrey County Councit.—Whole-time Surgeon for Kingston 
County Hospital, Wolverton Avenue, Kingston-upon-Thames. 
Salary £600-£25-£700 p.a. 

Titsury HospiraL, Essex.—H.S. (male). Salary £140 p.a. 

TUNBRIDGE WELLS: KENT AND SuSSEX HospitTaL.—Surgical Officer. 
Salary £250 p.a. 

Crayton HospitaLt.—H.S. (male, unmarried). Salary 
< p.a. 

WARRINGTON INFIRMARY AND DISPENSARY.—Third Resident (male, 
unmarried). Salary £150 p.a. 

West Lonpon HospitaL, Hammersmith, W.—(1) H.P. (2) HLS. 
(3) Anaesthetist. Males. Salaries £100 p.a. each. 

WESTERN OPHTHALMIC HospitaL, Marylebone Road, N.W.—(1) 
— H.S. (2) J.H.S. Salaries £150 p.a. and £100 p.a. respec- 
tively 

AND West CUMBERLAND Hospirat.—H.S. Salary 

p.a 

WILLESDEN BorouGH.—M.O. for Willesden Municipal (Fever) 
Hospital. Salary £250 p.a. 

WILLESDEN GENERAL HospitaL, Harlesden Road, N.W.—C.O. and 
H.S. (unmarried). Salary £100 p.a. 


NON-RESIDENT POSTS 


BIRMINGHAM UNITED HospitaL.—TIwo Full-time Medical Registrars. 
Salaries £350 p.a. each. 

Heart Hospitat.—(1) Hon. Assistant P. (2) Research 
Fellow for Institute for the Prevention of Disease (£250 p.a.). 
These two positions may be held by the same gentleman. 

MancuHeEsTer City.—Assistant Pathologist. Salary £600-£25-£700 
p.a. 


VACANCIES AND APPOINTMENTS 


SUPPLEMENT 10 THE . 
BritisH MEDICAL JOURNAL 


MANCHESTER RoyaL INFIRMARY.—Part-time Psychiatrist for Medical 
Neurological Department. Salary £300 p.a. 

Royat NorrHern Hospitrat, Holloway, N.—Whole-time Tuber- 
culosis Officer for the Borough of Islington Tuberculosis Dispen- 
sary (North). Salary £750 p.a. 

Royat Society OF MEeEpicINe, 1, Wimpole Street, W.—Whole-time 
Assistant Editor of Proceedings. Initial salary according to 
experience, but not less than £350 p.a. 


UNCLASSIFIED 


BIRMINGHAM City EpucaTion COMMITTEE.—Assistant School M.O, 
(male). Salary £500-£25-£700 p.a. 

BIRMINGHAM UNiversity.—Chair of Anatomy. Stipend £1,000 p.a. 

CuHarRInG Cross Hospitat, W.C.—(1) Medical Registrar (male), 
(2) Obstetric Registrar. Honoraria £150 p.a. and £100 paa. 
respectively. 

CHESHIRE Country Councit.—Whole-time M.O.H. (male) for 
Bredbury and Romiley, Hazel Grove and Bramhall, and Marple 
Urban District Councils and Disley Rural District Council. 

Dewssury County BorouGH.—(1) Assistant M.O.H. and Assistant 
School M.O. (2) Whole-time Assistant School Dentist. Salaries 
£500-£25-£700 p.a. and £450 p.a. respectively. 

Dorser Counry.—Whole-time Assistant County M.O. and M.O.H. 
(male) for Wareham Borough, Wareham and reg Rural 
District, and Swanage Urban District. Salary £800 p 

GiasGow UNIiversity.—Barclay Lectureship in Ortho- 
paedics in Relation to Infancy and Childhood — at Royal 
Hospital for Sick Children, Glasgow. Salary £700 p 

GLOUCESTERSHIRE.—M.O.H. for Dursley and nvataiy Rural 
Districts in County of Gloucester, and A.M.O. under Gloucester- 
shire County Council for purposes of school inspection only. 
Salary £800-£900 p.a. 

GLOUCESTERSHIRE CouNty Councit.—Assistant County M.O.H. 
(male). Salary £600-£25-£700 p.a. 

JOHANNESBURG: UNIVERSITY OF THE WITWATERSRAND.—Professor of 
Obstetrics and Gynaecology. Salary £1,000-£50-£1,100 p.a. 

MaNCHESTER: CHRISTIE HospitaL AND Hotr INSTITUTE, 
Withington.—Whole-time Fellowship in Radiation 
Therapy. Remuneration £450 p 

METROPOLITAN HOSPITAL, aed "Road, E.—A.M.O. for Physio- 
therapeutic Department. 

MIpDLESEX HospIraL AND MEDICAL SCHOOL, W.—Medical Registrar. 
Salary £300 p.a. 


~Sr. Mary’s Hospirat, W.—Assistant Radiologist. Honorarium 


£125 pia. 
SOUTHERN RHODESIA MEeEpDIcAL SeERvICE.—Government M.O. (male, 
unmarried). Salary £600-£25-£750 p.a. 
STEPNEY METROPOLITAN BOROUGH.—Whole-time Assistant Tuber- 
— Officer and Assistant M.O.H. (male). Salary £600-£25- 
p.a 
Surrey Country Councit.—(1) Whole-time Tuberculosis Officer. 
(2) Whole-time A.M.O. Males. Salaries £750-£50-£950  p.a. 
and £600-£20-£700 p.a. respectively. 
WAKEFIELD: Wesr RIDING OF YORKSHIRE COUNTY COUNCIL.— 
Assistant Tuberculosis Officer. Salary £500-£25-£700 p.a. 
WESTMINSTER Hospitat, Broad Sanctuary, S.W.—Whole-time 
* Wander Scholar (Clinical and Registrar to the 
Children’s Department). Salary £250 p 
WILLESDEN GENERAL HOsPITAL, ocielen Road, N.W.—Assistant 
Surgical Officer. Honorarium £50 p.a. 


ExaMINING Factory SurRGEON.—The following vacant appointment 
is announced: Baslow (Derbyshire). Applications to the Chief 
Inspector of Factories, Home Office, Whitehall, S.W., by 
September 20. 


To ensure notice in this column advertisements must be received 
not later than the first post on Tuesday mornings. 


Notifications of offices vacant in universities, medical colleges, and 
of vacant resident and other appointments at hospitals, will be 
found at pages 44, 45, 46, 47, 48, 49, 50, 51, 52, 53, and 57 of 
our advertisement columns, and advertisements as to partnerships, 
assistantships, and locumtenencies at pages 54 and 55. 


APPOINTMENTS 


EXAMINING Facrory SurGEONS.—D. M. Craig, M.R.C.S., for the 
Framlingham District (Suffolk); W. Macdonald, M.B., for the 
Arisaig and Moidart (No. 1) District (Inverness-shire) ; C. R. 
Hamand, L.R.C.P. and S.Ed., for the Yealmpton District 
(Devonshire); E. Leverton-Spry, M.R.C.S., L.R.C.P., for the 
St. Neverne District (Cornwall); R. C. D’A. Gifford, M.B., 
Ch.B., for the Brierley Hill District (Staffordshire). 


BIRTHS, MARRIAGES, AND DEATHS 


The charge for inserting announcements of Births, Marriages, and 
Deaths is 9s., which sum should be forwarded with the notice 
not later than the first post on Tuesday morning, in order to 
ensure insertion in the current issue. ; 


MARRIAGE 
STEPHEN—MILNE. —At_ King’s College Chapel, Aberdeen, on 
September 1, 1938, oe L. Stephen, M.A., M.B., F.R.C.S.Ed., 
to May Milne, M. A. B.Sc. 
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